The advantages of having a palliative care program in a long-term care (LTC) facility become quite evident as more and more research in long-term care is focused on the assessment and improvement of quality of life (QOL) for nursing home patients. Palliative care recognizes the multidimensional nature of suffering and QOL, and responds with a model that addresses all these dimensions. Thus, establishing a palliative care service in the LTC setting is essential.
Approximately 1.5 million elder residents live in nursing homes in the United States (average daily census, circa 1997). A majority of these LTC residents are white, female, widowed, and functionally dependent. Some 2.1 million elders were discharged from nursing homes in a recent one-year period (October 1996 to September 1997 with the primary reasons being hospitalization (28.3 percent) or death (27.1 percent). According to the National Center for Health Statistics (NCHS), the most common primary diagnosis for LTC residents and discharges is disease of the circulatory system.
The model of palliative care services proposed for incorporation into the LTC facility looks beyond a disease focus. The model places patients and their families into a circle of care, which is a truly holistic approach, just as hospice does for terminal patients. The circle of care addresses the physical, psychosocial, behavioral, and spiritual dimensions of suffering and illness by establishing a multidisciplinary team approach.
The team consists of the LTC facility's medical director, director of nursing, director of social services or a social worker, and various supportive care services, such as allied health, clergy, and pharmacy. This group can then empower patients by increasing their self-determination and sense of control. The team must also have the ability to control pain and symptoms, strengthen relationships, relieve burden, and avoid unnecessary intervention just to prolong life-unless that is what the patient desires.
The term "paradigm shift" has been used to describe palliative care programs, since the real focus is to move away from autonomously making decisions "in the best interest" of the patient, to a position where it is the satisfaction and the need of the patient and family that comes first. Success and failure are then based on the ability of the team to meet the needs and expectations of the patient and family, rather than just successfully treating the individual disease. This approach usually has to be taught to the team, since it is a shift away from what many consider standard LTC medical care.
A comprehensive multidisciplinary assessment by the palliative care team is the key element in the overall process, and its findings provide the information for developing a palliative plan of care (POC). The person in need can be identified by any member of the LTC facility's staff with no fixed eligibility requirements. Rarely is someone referred who does not need services, yet there must be some guidelines, since virtually everyone in a nursing home probably needs some or all of what the program provides. Once a referral is made, both the patient and his or her attending physician receive a consent form that allows the team to interview the patient and do an examination. Next, the complete multidisciplinary assessment takes place by each member of the team seeing the patient.
All assessments are linked to various measurement tools, which are important in determining overall effectiveness as well as pointing out areas that need intervention. The social worker does a psychosocial assessment and a baseline QOL assessment (e.g., McMaster QOL Scale, Activities of Daily Living [ADL], or Instrumental Activities of Daily Living [IADL] ). The director of nursing does a nurse's assessment plus a functional status evaluation (e.g., Karnofsky or Palliative Performance Scale [PPS]) and a pain inventory. The medical director does a medical-palliative care consultation and completes a symptom assessment scale (e.g., Memorial Symptom Assessment Scale). Depending on need, a chaplain does a spiritual assessment, while physical therapy does a rehabilitation assessment with various screening tools. If nutrition is an issue, a dietician or nutritionist can become involved. The recreational therapist is commonly a key person on the assessment team and in POC development as well.
After all assessments are completed, an interdisciplinary group (IDG) meeting takes place, and a palliative POC is devised, remembering the paradigm shift of the patient's expectation and need. The medical director can then dictate a comprehensive summary of the team's findings, make the appropriate recommendations, and send them to the attending physician. On a regular basis (e.g., once or twice weekly), the patient is revisited by each team member, and ongoing progress reports are completed and brought to the IDG. Every week or two, the IDG meeting goes over all the patients and their progress reports and makes recommendations for any changes in the patients' care. This IDG review process continues until all possible patient needs and expectations have been met.
The advantages to the LTC facility are that the patients receive a higher quality of care, based on the simple fact that they are seen by a cohesive group of health care professionals, and their individual and personal needs are being met. A palliative care program in an extended-care facility is also a very marketable product to outside physicians and hospitals as well as the general public. There is such a great interest in QOL that to provide this level of service, which focuses solely on QOL, is accepted and appreciated.
The establishment of a palliative care program in an LTC facility begins the crucial process of integrating programs for comprehensive palliative and supportive care services into every aspect of the health care delivery system.
